
Sound Mental Health MRN

AUTHORIZATION to REQUEST SHARE OR RELEASE HEALTHCARE INFORMATION
1Q!ient Name: (F,M,L) AKA:

of Birth SSN:
Address:
Gity/State/Zlp Gode: Phone Number(s)

lnformation to be shared or released by: lnformation to be shared or released to:
Name: Name:
Organization: Organization:

SMH - lndicate contact/address information in next section E SMH - lndicate contact/address information in next section.
Address: Address

City/State/Zip:
Phone Phone:
¡

505 29th Street sE
Auburn, WA 98002

2s3-876-76s0
Fax: 253-876-7651

tr
4240 Auburn Way North
Auburn, WA 98002

253-876-8900
Fax: 253-876-8980

U
4238 Auburn Way North
Auburn, WA 98002

253-876-7600
Fax: 253-876-8980

U
14216 NE 21ut Street
Bellevue, WA 98007

425-653.4900
Fax: 425-653-4939

tf
6100 Southcenter Blvd., Suite 200
Tultwila, WA 98188

206-444-7800
Fax: 206-444-7890

tl
14270 NE 2l"rStreet
Bellevue, WA 98007

425-653-5000
Fax: 206-726'5790

tr
16225 NE 87(hst.,Suite A-o
Redmond, WA 98052

425-869-4960
Fax: 206.726.5790

U
11629 Avondale Road
Redmond, WA 98052

425-653-5070
Faxi 206-726-5790

U
8705 166th Ave NE
Redmond, WA 98052

425-869-6634
Fax: 206-726-5790

U
'1600 East Olive Street
Seattle, WA 98122

206-302-2200
Faxi 206-302-2210

LI
'/,22161h AveE
Seattle, WA 98112

206-302-2700

tr
g706 4th Ave NE, Sutte 303
Seattle, WA 98115

206.302-2900
Fax 206-302-2750

tr
2719 East Madlson, Suite 200
Seattle, WA 98112

206-302-2600
Fax: 206-726-5769

OR

I fnrs authorization allows mutual exchange of information between the entities tisted above in order to provide
and/or coordinate care until 30 days after discharge from this episode of care, unless revoked by the ctient.
The person or oroanization listed above is:
! Emergency/ Family Contact I Care Provider I Case Worker

Care Contact

Ih,'s rb a 90 day authorization to request or disclose healthcare information.

Coord cso

E Care Coordination E Referral E Disability Confirmation n Legal

Status Report
lnformation to Coordinate Care
lnitial Assessment
Psychiatric Evaluation
Psychological Evaluation
Treatment Plan

Recent TreatmenVProgress Notes
Discharge Summary
Medication lnformation
Physical Health lnformation
School Records/ IEP
CD Assessment

lf informatÍon is requested for specifÍc dafes, please nofe dafes..

tr
tr
¡

The purpose of the request disclosure is:

n otner:

El Other (specify)

I understand thatmy healthcare in information about my treatment and services I receive through a variety of programs
offered at SMH. This may include ntal health, alcohol and drug dependence, STDs and HIV / AIDS status-and othlr specific
areas (i.e., domestic violence) as i and recovery program. I also understand that my records and healthcare information are
protected under both Federal and State laws and cannot be disclosed or re-disclosed without my consent unless otherwise provided by law.

I understand that one of the federal privacy laws, the Health lnsurance Portability and Accountability Act (HIPAA), has limited applicability and protects
the disclosure of information by and between healthcare providers, health information clearinghouses and health plans/health insurers. HIpAA does
not protect the disclosure and possible re-disclosure of personal health information to individuals or organizations not covered by HIpAA- However,
other federal and state laws do apply and will continue to protect my personal health information.

This authorization to release or disclose information expires in 90 days unless it is an agreement to share information during this episode of care. My
treatment at SMH is not conditioned on signing this auth-orization. This agreement to request, release or share information may be revoked by me, iñ
writing, at any time. The revocation will not have any effect on actions taken before the revocation is received by SMH. There-may bè charges
associated with the release of healthcare information. These charges will not exceed the amounts allowable under State law.

Client Date: / /
lf Appropr¡ate-

ParenUGuardian Date: / /
Parent E Guardian-Appointed E Guardian-Healthcare Power of AttomeyRelatlonship to Client
Guardian-Other S

References: RCW 70.02, RCW 70,24, PAA Revised:
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AUTHORIZATION to R
$ound Mental Health MRNI

SHARE OR RELEASE HEALTHCARE

@001/003

N

to easod úor
Nam€i

7ffi- EnY-e ilÆl,l Dlte,t-ñt huif
tr SMI{ - lndlcate ct n ln nexl
Addres¡: E)I^'Tþr¿ vÅ twEtl,,ilF. _ wh s,.l

ñ .r(IDt1
Phons: ?-t\bt-Zj Phone:: 'l)b.+f-|-1,4¿7[-t
tr

gof 2eih fllrr.t gE
Auburn, WA Ðt002

2n¡,r?t.tô50
Frxr 2!3.876.?lll

U
í340 Auburn W¡y Nofth
Auþurñ, WA Ð0fr0z

283.876.8¡00
FtÍ 26.!.876.8e80

tr
{238 Auburn
Aubt¡rñ, WA

Wry Nonh
e8002

lõg'076.7600
Füi 26t'876{980

tr
l,ltla NE fiil ShNÊt
g.ll.vr¡â,WA eô007

426.0F9.t000
F¡x: 42l.6lS.4qge

U
6100 9outtc¡ntrr Blvdl, Sulte 200
Tuhvllâ,WA ¡8ltg

109.444.?000
Frx: 206"144.7810

U
14270 t¡E l,f't glr¡¡t
Bcllevug WA e80D?

4ZÉCt3.r000
Fo¡¡ 20e.72e.õ790Tl-.-..-.

1800 Es¡t Olve gtr€et
Bclttlo, wA ee{?¿

â00,902.2200
F¡r 200.302.2210

E
t622t NE g7'hgLguttr &,0
Rrdmond,WA Ê8052

Á2ß9t0.{0ô0
Fax: 206-725.17t0r
122 f#Av¡ E
Sritll., WA 0tll2

200.t02-ât00

11020 Avond¡le Ro¡d
Rádmond,WA s8otz

¡le5.it3.tü70
F¡x

dì Avr NE, ßulte 30îg.lll¡,WA 0gll6
206.t02-2S00

Fåil l0t.t0ã27t0

070ð'l 861[ Av¡ lrlE
Redrnond, WA 080!?

42õ.8õe.ö634
Fall

Scaltþ,WA 08lle
20c.802.2000

F¡r:20Ë720-l7ie

.¡ Ø

Contaot

to ptovlde
allent,

authorlzationThIs mulualâllaw$ of hetweanlnfumation onlríBstheexehange d,/st€ dbovê ln ordef
coordlnaleanüor untllçarc 30 âltêr thisfrcm ofdays unless rèvoked thedlccharge episode cå¡e¡ by

E Casa WorkerEl Care Provlder
cso

Thls ls a g0 day ruthorfiàtlort to request or
OR

forIf lnfumatlon It dalts¡, plaaee nole dates:

ls;

TreelrnenUPrcgre¡e Nolee
to Coordlnate Cgre

É Lrgul E Other (ÊpÊctfy)

I othen

Referal E DI¡ablltty Conftrmailon

Olacharge 8ummary
Medlcatbn lnfqrmallon
Phyahal Hesllh lnformntlon
Eohool Rscord¡/ IEP
CD AcEës$mênt

lnltlal Ar¡eaemenl
Prychlatrlc Evofuatlon
Peychologlcal Evsh¡atlqn
Treatmenl Plan

I und€rElgnrf lhåt_my htelthoara ln my t
ofisrsÉ âl SMH. Thlo may lnttud6 I añd
ercta (1.e., dom€oilc vlol6ncË) EB I rflm.
prutacted vnder bolh Federd and dbcloiêd wlthoú my conaont unt€€B othsrwt¡ê provlded by laru,

erel.prlvacy lllly ênd Accountablllty Acl (HIPAA), hft llmlt€d appllcablllty and protssto
fld betweø rmqllon clearlngtrcuúc anò heallh plånÊ/h€alth lnåurer¡. ÉlpnÀ oòut
oaelble re-d to Indlvklualo or olganlzctlonr not covered by HIPAÁ, Hgwsver,åpplyåndw hlnlormdlon.

Datc: I /
llAppropileh-

Dafe; /
E Guardlan.H€slthoar€ Power of AttomeyRcltllonthlp lo QIlc nl: Parent Quardlan-Appolntad
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AUTHORIZATION to REQUE$T

@002/003

Sound MentalHealth MRN:

SHARE OR RELEASE HEALTHGARE RMATION
Cllent N¡mc; IF,M.Lì AKA;

$sN:

Clty/Btate/Zlp Code: Phg_ne_ Number(r):

or ¡t¡l¿axad lnlormatlon lo öe shered or rtferged lo.-
Name;

Oroânlzâtlôn: U-M I aA12,Å D+¿itt1^ (attÍ+
ln ncxt

Addr6Es:llD grr,f
Cltv/Stale/2 lo:J*¿ t+lr t^.

^ 
qrta/rt.

PhonE: Ztlb-ía', Phon€: ?
8oE 2grh gtrul gE
Auburn, WA 9t002

2üt-¡76.7Ct0
Fer: 2t3-B7l-7051

tr
4Í40 Auhlm WeyNorth
Aulrum, WA 99002

2õ3{76.0¡00
Frr: 2E,3.l7C.!S60

U
4Iüf Auhurn Woy Nofth
Auburn,WA 08002

28t.t76.7600
Fåil 2õ¡.678.0e80

tr
14?'lo l'¡E el'r gtreot
Brllrvur, WA e8{07

42É6Ír.4900
Fàx: ¡28.683.¿938

U
0100 Eoothcan¡er Blvd., Sulte 200
TUI{wIh,WA Sö1BE

20ö.44+7s0r
F¡x: 2tlÈ144.70e0

If
14270 NE I.l'¡ gtrtðl
E¡llcvur, WA ¡8007

¡128.013.õ000
Fer¡ 2[6.72õ.t7t0

tr
1000 Ëüt ollvc 8t¡cctgl'lll., WA s8l12

206.30¿.zl00
Ffi: â00,30r.2rr0

tr
16¡26 NE o7rr'gt,!ulh A.ô
Rrdmond,WA 38081

a26.859.40t0
Påxi 20C.7?C.17¡0

-

122 lo(i Av¡ E
Sasttle, WA 08112

z0ô.302.ut00

AvonC¡lr Rcrd
Rrdnond,WA e8082

a2t.tt3.t070

e700 lû Avc NE, Sulte NOg
t€åltl., WA otllE

¡0i.102-2¡m
Prr: 200.N02.17t0

q70r I ltrt Avr NF
Rcdnond,WA e80t2

.12É!t0{69ó

Eilt Udl.oî, gultr¡ 200
8orlll., WA 98112

20r.s02.2!00
FrH 206"t29.1?80

.,'l

Famlly

OR

f, fnts.autnoilzatlon altows mul¡alexclunge oî lnformatlon þetueen fne ent/f/es l/sfed aöoye In ordêt to provlde
' andlor coordlnate cârc untll 30 dayc aftar dlsahargefrom thls eplsode of eâr,ë, rrnlêss tovokld by the ctient.

cso

Thls ie a 90 healthaareto request or

Ë 0ase Worker

E Reienal E Dlsablllty Conflrmâllon

Note¡

n

to CareCoordlnete

HôÉlth lnformätlon
Recsrdai IEP

CO AsasÐement

nole dale¡..b raquestd îorspøcfilë

lf Otherl

/Legat E other (upeciry)

Inltlal AeseasmEnt
Prychlaklo Evoluatlon
Peychologlcal Ernhatlon
TrêEtment PlEn

I undoretEnd thst fty healthoare ln
offerËd åt SMH. Thla mEy lncluds
areae (1.e., domeetlc vhlence) ae I

protectrd undôr both Federal and

applloabitity and prþtscla
lneurerc. HIFAA doËÉ
by HIPAA. Hgurovqr,

Drlc; / I
ll Apptoprlale-

Rolcflonrfi lp lo êllonlt E Guardlan-HËallhcåro PowÊr ot Attom€yPât'ont 0uardlan-Appolntod

1

I
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Sound MantalHealth

AUTHORIZATION to RE EST SHARE O
MRNr

R RELEASE HEALTHGARE ¡NFORMATION

@003/003

Elrth:

lnlormeUon to þø ehand or relø¿ted by: tnlo¡mdl n to be ehared or rurcåsod to.'
Name;
or0anlzsil6n:.fyrl at/Etl tslza llLt l-¡u,é

re88 on
Addre¡g: Êll- Th vA r\'WlilÄe, E* 'zt) lÉir'll/'¿ . E-BIQ

,lA vwn+
Phone: 2ñl^-)-
tr

!06 lglh 8tr¡rt gE

Auburn, WA 00002
âm.t7t.70r0

Fnx: 2!3'i7å.?t6l

E
4l l0 Auburn Wry North
Auburn, WA 90002

¡ss.s7û9900
F¡r: 231-070.[â00

tr
'{¡31 ÀJburn
lruburn, WA

my Nôrth
0800t

25i1.t70.7000
Frn 2tt.07t'80110

U
l4ltC NE 21rrgtnrt
gÊllêvuo, wA gt0o7

4¡$8J3.{S00
Far:42t.Sõ$4â3Ê

tr
8100 Soulhornlrr 8lvd,,
luhrlla,WA D8ll0

20c.44{-7t00
F¡x: 206"C4d.78e0

ßu¡tê r00

u
14¡70 NË rlr orrÐot
9clbvur, WA e8007

4?ã.ôis.ö000
Fs:20i.72ü.õ700E-,
1t00 Éil1 Ollvo glr€Êt
0sstlle, WA 08llÊ

209'902.2200
Für Z0[.302-U?'10

tr
f 0¡21 NF ôtri8r.,8ulre
Rrdmond,WA 080t2

42t-860.400ô
F¡¡: 20t.7I5-!7e0

È0

tr
lââ lôrr'Ave Ë
airdo, WA oti12

l0N-902-2?00

116i!0 Avond¡t¡ RoÊd
Rrdmond, IllA Ci06l

41d.i6â-r070

4rh an llE,8ultr 300
BeÊtUÊ,WA otllC

20c.t0r.1000
F¡xr 20ô-301-2780

s706 lc6rh Av. NE
R.dn\oñd,WA 9¡062

4lr-960.66ra

E¡ct Mr*ll¡on,9uho 200
8odth, WA Q8l'12

7ôa.$2-2600
Fü:200.t2ô.178t

to provlda
cllent.

allowsauthorlzatlon utualm of betweenlnformatlon theexchan;gø enf/f/es dllsfe nabove ofdsf
30ooordlnataand/or until aftêr fromcEË thls of ¿rnláss tÈvôkeddays dlscharge theep¡Bode caro, hy

Ihls Às e 90 day authorlzetlon,to raquaet or

Famlly Contact Cale Provlder E CaeE Workår

Recsnt TreatmenlPmgreee Notee
Dl¡charge 8ummary
Medlcatlon löfumatlon
Phyeloal Health lnfotnatlon
School Record¡/ IEP
CD AEBoBoment

dqles, please note d6fcs,'

of tha

Report
h Coordlnate Care

Inltlal Ae¡earment
Evaluatlon

Evqluatlon
Flen

Info¡mailon Is ted br

E other:

/taøal . Ë other(spectfy)Coordlnallon E Releral E DlEablltly Conflrmatlon

slflc
åfo

I undor¡tand thoi ont of thc lodoral pilveoy lau,r, lhp Hcalth lncurencs Forteblllty End Acoounteblllty Act (HIPAA), hÉr lfnïltêd Epploab¡[ty rnd Þrottcts
lhe dleclo¡ure ol lnlolmatlon by end between heollhcü€ pflwldora. heolth lnfonnaÍOn olerdñghor,¡sãe ard h€allh þlane/hed¡r lnËurarc. Élp¡¡ Ooes
not prolsct lhe dlscloeute and poaolÞle rs.dletþcuru of peraon¡l heElth tnlormellm lo lndlvldu-al8 or orgenlzeiloru'not côv€råd by H|P,{A" lio¡JEy6r,
olhsr federal and eG(e iawe do apply and wlll conllnuö lo prolêct ny personal heðllh lnforma¡on,

Date: I /lura¡

Datc: /
Parent EGuardlan.AppohlBd Guaftllan.Haallhcsrs Povysr of AHomeyRelrllonahlp lo Cllnl:



The undersigned authorizes:
fl Outside Agency (give complete name & address) or E Jait Health Records

To release the records of:
Client Name Afias (Optional)

Client Phone # Date of Birth
Records will be released to

Person & lnstitution Affiliation

Street Address City/StateZip

Phone Number Fax Number ptiona

AUTHORIZATION FOR USE AND D¡SCLOSURE OF PROTECTED HEALTH INFORMAT¡ON
JAIL HEALTH SERV¡CES

Public Health is not obligated to honor this request unless all portions are completed.

ClienVGuardian Signature Date

Relatio pto

DatelnterPreter @
You have the right to receive your response to this requesl within 15 business days. You may revoke this authorization at any time by sending
a written revocation. lf Public Health has acted on this authorization before receipt of your revocation, we cannot be hetd liabie. pubf'rc Heaìth
mgy ngt reiuse trealment to you or the person under your guardianship if you do not sign this form. You are entiüed to a copy of this forrn.
\Mlen Public Health discloses this information, it can be subject to relisclosure by the recipient and is no longer protected by public Health.

Date(s) of services requested
(lf no date given: the last incarceration information will be released)

For the purpose of: flmedical/dental [l legal E personal D other (describe)

Please verify what you are requesting:
ll Release Medical Health Records
! Other Public Health Medical Records, specify:
f] Verbal I nformation Exchan ge:

I understand that my records may contain information regarding the testing, diagnosis, and/or treatment of HIV
(AIDS Mrus), positive sexually transmitted diseases, drug and/or alcohol abuse, mental illness or psychiaÍic treatment.

When checked, th lease of the following inforrnation:
Eorug or alcohot E Htv (nlos) testing/treatment
LJConfirmed STD ! Psychiatric

This authorization expires (insert date or event, invalid if lefr blank)
ls the receiver an em or financial instÌtution? this will in 90 LlYes flNo

AUTHoRÍZATION: U SE AND DISCLOSURE OF FROTECTED

Hl**."trË*+t{¡

I of t

HEALTH INFORMATION. JAIL HEALTH SERVICES

Jail Health Services
620 W.,åms 5
KsqWA 98032
Phone: 206-205-24] 0
Fax 206-205-2439

Jail Health Services
500 F¡fth Aveîue
Seðtlq WA 98104
Phoæ: 20&29il091
Fax 2o6.296-t7l

PO 1-t5-05{22


